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▪ Very High 
Risk: 9 or 
less 
 






▪ Mild Risk: 
15-18 
 








▪ Project Purpose: 
    The purpose of the project is to re-educate 
Registered Nurses on the Braden scale in order to 
facilitate the effective use of the Braden score and 
to properly identify pressure ulcer risk thus reducing 









• In hospitalized adults, how does re-educating Registered 
Nurses on the Braden scale compared to current practice 
facilitate the effective use of the Braden scale to obtain 




P: Hospitalized Adults 
I: Re-education of Braden scale to Registered Nurses 
C: Current practice (no re-education) 
O: To obtain accurate Braden assessment scores  
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TRIGGER 
▪ PROBLEM-FOCUSED  
• Root cause analysis on 2KS  
• Braden Scale scores correlated with pressure 
ulcers 
 
Significance – improve accuracy of Braden 




▪ Search engines: CINAHL; EBSCO 
▪ Key words: Braden; scale; skin; pressure 
ulcer; moisture; nutrition; ICU; adult; 
education; nurses   
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EVIDENCE 
▪ Risk assessment scales do not directly decrease pressure ulcer incidence, but 
do increase intensity and effectiveness of interventions aimed at prevention 
(Pancorbo-Hidalgo, Garcia-Fernandez, Lopez-Medina, & Alvarez-Nieto; 2006). 
 
▪ The Braden Scale has the best sensitivity/specificity balance and is a good 
pressure ulcer risk predictor when compared with The Norton Scale, The 
Waterlow Scale, and nurses’ clinical judgment (Pancorbo-Hidalgo, Garcia-
Fernandez, Lopez-Medina, & Alvarez-Nieto; 2006). 
 
 
▪ Nurses utilize the Braden scale score as well as subscale scores to determine 
which nursing interventions to use, proving the importance of accurate scores 
(Tchato, Putnam, & Ruap; 2013). 
 
▪ In one study, large variations were found amongst nurses’ interpretations of the 
Braden score, threatening the consistency and accuracy of Braden Scale 
assessments, calling for a training program to define vague patient 






▪ Nurses show strong agreement in Braden subscores of sensory 
perception, activity, mobility, and friction/shear, but low agreement in 
moisture and nutrition (Rogenski & Kurcgant; 2012). 
 
▪ Wound, ostomy, and continence nurses are the gold-standard for 
accurate Braden Scale scores (Choi, Choi, & Kim; 2014). 
 
▪ In one study, Braden Scale Scores did not improve after just pressure 
ulcer re-education, but re-education did improve documentation of a 
nursing care plan for skin integrity (Provo, Placentine, & Dean-Baar; 
1997). 
 
▪ In one research study, nurses had higher, statistically significant  test 
scores on pressure ulcers, including assessment, after re-education. 
Computer based testing was a good alternative to lecture. Knowledge 
loss occurred at three months, proving that nurses should continue to 
be re-educated, such as on a quarterly basis (Cox, Roche, & Van 
Wynen; 2011).  
 
▪ Research by Tweed & Tweed (2008) indicates pressure ulcer 
assessment test scores improved with re-education but fell back to 






▪ Nurses were found to be better at identifying “not at risk” and 
“very high risk” than “mild risk” and “high risk.” Least correctly 
identified were moisture and sensory perception subscores. 
Disagreed with number of linen changes per shift. RN’s rated 
sensory perception higher than actual score, unless description 
provided. Tend to give patients inaccurately higher scores 
(Maklebust, Siegreen, Sidor, Gerlach, Bauer, & Anderson; 2005). 
 
 
▪ In one study, nutrition had the poorest correct subscale scores. 
New nurses also had less accurate Braden Scale scores with 
moderate risk. Nurses are good at utilizing preventative 
interventions were, but they correlate poorly with Braden 
subscale scores (Megnan & Maklebust, 2008a). 
 
▪ Effect of web-based training on Braden Scale varies according to 
familiarity. New users made more reliable and precise 
assessments after training, but regular users were unaffected by 
training. Further research needed to determine how to improve 
regular users scores (Magnan & Maklebust, 2008b). 
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Current Practice at LVHN 
▪ No education on Braden Scale 
 
▪ RNs are required to complete a Braden 




▪ Indicator Name -  Completion by 90% RNs 
▪ Scale – Pre-test and Post-test 
▪ Frequency of measures – Once 
▪ Data Source – Select Survey; RN 
employee list 





▪ Indicator Name – Braden Scale test 
accuracy 
▪ Scale – Created case scenarios 
▪ Frequency – Twice; pre and post- education 
▪ Data Source – Select Survey 
▪ Data Collected – By group and scored 
12 
Implementation Plan 
▪ Communication:  By Director at staff 
meeting; email  
▪ Education: 
• Who: RNs on 2KS 
• Methods: PowerPoint created with help of 
WOCN  
• When: Tentatively scheduled end of April-
beginning of May 
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Implementation Process 
▪ Three phases: 
• Phase I – pre-test via email with due date  
• Phase II – education via email with due date 
• Phase III – post-test via email with due date  
 
▪ Evaluation Indicators: Improvement in test 




▪ Braden Scale education for RNs on 2KS  
 
▪ PowerPoint presentation 
 




▪ ALL SUB-SCALE SCORES IMPROVED 
▪ Key Findings: 
• Nurses were best at recognizing extremes 
(Severe Risk and No Risk) 
• Best overall score post-test – activity sub-
score  
• Worst overall score post-test – mobility sub-
score 
• Most improvement– moisture sub-score 




Pre- and post- education scores 
(Score = % correct) 
 
▪ Severe risk= 50%  81.8% 
▪ High risk= 56.3% 54.5% 
▪ Moderate risk= 87.5%  54.5% 
▪ Mild risk= 62.5%  63.6% 
▪ No risk= 56.3%  81.8% 
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Activity Sub-score  
73.8%  87.3% (+13.5%)  
▪ PRE: 73.8% (Best= Bedfast @ 100%; 
Worst= Walks occasionally @ 62.6%)  
▪ POST: 87.3% (Best= Bedfast @ 100%; 
Worst= Walks occasionally @ 81.8%)  
 
▪ Best overall scores 




67.5%  74.5% (+7%) 
▪ PRE: 67.5%  
 
• RNs less likely to recognize turning a patient q2 hours, as 
a friction and shear issue as opposed to a restless patient.  
  
 81.3%- [agitated patient] vs  43.8%- [chemically paralyzed patient]  
 
▪ POST: 74.5%  
19 
Mobility sub-score  
62.4%  69.1% (+6.7%) 
▪ Slight improvements 
▪ Worst category in the post-test 
• Completely immobile - chemically paralyzed 
patient 
• Slightly limited - not recognized by all for 
patient making slight movements frequently 
• Paraplegic patient who was able to readjust 




77.5%  81.8% (+4.3%) 
▪ BEST pre-test scores: 
 
• Difficulty in identifying that patient being 
maintained on IVF (D5W ½ NS with 20 KCL) 
for 1 week correlates with poor nutrition 
 
• Biased as all questions R/T patients on 
IVs/TF for ICU arena 
21 
Moisture sub-score 
57.5%  80% (+22.5%) 
 
▪ Worst pre-test scores 
 
▪ Most improvement! 
• Difficulty in identifying that patient stooling 
with every turn = constantly moist 
22 
Sensory Perception sub-score 
67.5%  70.9% (+3.4%) 
Least improvement 
 
▪ Best= Completely & no impairment @ 90.9%  
 
▪ Worst= Very limited @ 54.5% 
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Correlation to Research Studies  
▪ Will scores fall back to baseline in 20wks as in Tweed & Tweed 
(2008)? 
 
▪ Nurses found to be better at identifying severe risk and no risk than 
identifying mild risk and high risk, similar to Maklebust, Siegreen, 
Sidor, Gerlach, Bauer, & Anderson (2005) 
 
• Unlike this study, nurses tended to give inaccurately lower scores 
than higher scores 
• Moisture and sensory perception worst categories in this study, as 
moisture was our worst category in pre-test 
 
▪ Nutrition worst score in Megnan & Maklebust (2008a), which was 
not the case here BUT our scenarios were IVF/TF based and not 
based on patients actually eating meals 
 
▪ Did not analyze data by years of experience as the studies did.. 





▪ NEXT STEPS 
 
• Post-test survey again in “x” weeks to see if 
nurses retained knowledge  
 
• Determine frequency of re-education needed 
to retain knowledge 
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Implications for LVHN 
▪ Nurses on 2KS had more accurate scores 
after Braden Scale education 
 
 - How would other units perform?  
 - Is this an isolated occurrence? 
 
▪ Need for quarterly bundle education? 
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Strategic Dissemination of Results 
■ Nurse Residency Graduation 
  
■ Present to 2KS staff at unit meeting 
 










 Errors to results 
 - 16 RNs took pre-test; 11 RNs took post-test  
   (32.3% completion by 2K South RNs) 
 
- Epic training concurrently  
 
- Poor communication to staff (lack of 
brochures/flyers) 
 
- Time constraints (given 2 weeks to complete each 
part) 
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Make It Happen 
▪ Questions/Comments: 
 
Contact Information: 
Lauren_M.Jurbala@lvhn.org 
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